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THE CLASSIFICATION OF MENTAL DISEASES IN 
NEW YORK STATE.* 

By Hobatio M. Pollock, Ph.D., Statistician, New York State Hospital 

Commission. 



The preface of the first edition of the nomenclature of dis- 
eases, drawn up by a joint committee appointed by the Royal 
College of Physicians of London and published in 1869, de- 
clares that "for perfecting the statistical registration of dis- 
eases, with a view to the discovery of statistical truths con- 
cerning their history, nature and phenomena, the want of a 
generally recognized nomenclature of diseases has been felt as 
an indispensable condition." Further, that "among the 
great ends of such a uniform nomenclature must be reckoned 
that of fixing definitely for all places the things about which 
medical observation is exercised, and of forming a steady basis 
upon which medical experience may be safely built. " 

This committee was discussing the nomenclature of physical 
diseases, but its observations apply equally well to mental dis- 
eases. The lack of a generally accepted classification of men- 
tal diseases makes it impossible at the present time to collect 
comparative data concerning the various forms of mental dis- 
eases in different states and countries. In taking the census 
of the insane in institutions in 1910, the federal Census Bureau 
found it impracticable to collect data concerning any specific 
forms of insanity, except the alcoholic psychoses and general 
paralysis, and the data collected concerning these are in part 
unreliable. 

In New York State, since 1889, four different systems of 
classification of mental diseases have been used. The first, 
a modification of the English classification, was used in a per- 
functory way, but with no pretense of scientific accuracy, from 
1889 to 1902. Then a simplified form of the same classifica- 
tion was introduced, but this was no better applied than the 
first. In 1905 the new psychiatry was rung in and the old 

*Read at the quarterly meeting of the American. Statistical Association, New York City, Decem- 
ber 14, 1916. 
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classification was rung out. The process, however, was not 
joyous. The physicians -in the service had had a comfortable 
time with the old classification. To apply it required but 
little study of cases, and very few persons thought of compar- 
ing the diagnoses of one hospital with those of another. The 
new classification required study and close observation, and 
the work done in the hospitals was likely to be checked. 

The attitude of these physicians was well shown in the re- 
marks made by Dr. A. E. Macdonald, then superintendent of 
the Manhattan State Hospital, in his presidential address 
before the American Medico-Psychological Association in 
May, 1904. Speaking of matters of importance to the asso- 
ciation, he said: "One of these is the perennial question of the 
classification of insanity, which, often as it has been agitated 
and pondered, has yet failed of satisfactory adjustment. It 
is a matter of great regret that some at least working agree- 
ment can not be reached, faulty even though it should be, 
which will enable the alienists of one country to understand 
the statistics of others, and to apply them by way of compari- 
son to his own. If such a standard is to be reached, it would 
appear to me that it must be through mutual concessions and 
agreements of practical men, such as compose our own and 
kindred associations, for I opine that, present conditions result 
from less possible coherent elements: authors and clinicians 
for example, who have pride in their own classifications, un- 
stable though they be, and are incapable of recognizing pos- 
sible value in others. " He then referred to the history of New 
York State, and added, referring to the new classification, that 
"we are threatened with still another revolution, and that in 
the direction of intricate association of newly discovered or 
invented forms which promise little jn the way of adhesiveness 
or permanency." 

Judging the matter in the light of subsequent history, Doctor 
Macdonald was a better statistician than psychiatrist. He 
realized the need of a systematic classification of diseases that 
would have permanency of character, but evidently had little 
conception of how such a system was to be devised. In con- 
trast with the standpatters, it is interesting to note the attitude 
of Dr. Adolf Meyer, one of the so-called "authors and clini- 
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cians, " who, as director of the Psychiatric Institute, formu- 
lated the new classification in 1905. . Speaking of the system 
of statistics, which the president of the American Medico- 
Psychological Association thought was fairly satisfactory, he 
said: "The present statistics of forms of mental diseases are 
of very little use. However comparable they may appear, they 
have merely sham value, as could easily be shown in actual 
cases, such as in many of manic-depressive insanity, which 
have figured under no less than the following headings : Acute 
mania, acute melancholia, chronic mania, chronic melan- 
cholia, secondary dementia, paranoia, mania recurrent, melan- 
cholia recurrent, and circular insanity, where the same kind of 
attacks recurred, or on the arbitrary differences which exist in 
the use of the term paranoic and acute and simple melancholia, 
etc. between the various hospitals. The hospital physicians 
do not consider themselves responsible because the system is 
forced on them and they submit because they have nothing 
to offer which would be accepted by all. " 

In discussing the difficulties of classification, he stated that 
an absolutely clean cut classification is not to be expected, 
unless the number of groups be made unwieldy, and further 
explained that improvement in classification would come with 
the increase of clearly definable facts. Although Doctor 
Meyer's classification was adopted by the commission in 1905, 
it was not till 1908 that it was used with any degree of success 
throughout our state hospital service. During the interim of 
three years the well recognized organic types were diagnosed 
and counted, but the remainder were reported under the head 1 
ing "all other psychoses." 

In 1908 the Commission in Lunacy appointed a statistician, 
and made provision for the reporting by the hospitals of defi- 
nite statistical data relative to each patient admitted or dis- 
charged. Such data included among other things the diag- 
nosis of the mental disease with respect to group and type. 
Distinction was made between first admissions and readmis- 
sions. The per cent, distribution of psychoses in the various 
hospitals, compiled from the statistical cards submitted for 
both classes of admissions, has been compared from year to 
year, and discussions concerning variations have been held at 
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several quarterly conferences. These reports and discussions 
have had the effect of making the physicians in the several 
hospitals cautious in diagnosis, and have compelled close 
study of the history and mental and physical characteristics 
of thej patients admitted. The excellent results now being 
obtained, however, would not be possible had it not been for 
the courses of instruction in psychiatry given to the physicians 
in the hospital service by Doctors Meyer and Hoch of the 
Psychiatric Institute. These courses have given physicians 
in the service clearer conceptions of the new psychiatry, and to 
some extent at least the same point of view with reference to 
classification. 

In 1915 it was found that the classification in use needed 
some revision to bring it up to date, and after a conference 
with the committee on statistics, it was modified by Doctors 
Hoch and Kirby. At the present time the classification con- 
forms fairly well with the best modern psychiatry. 

Doctor Meyer, in making theorginal classification, started 
with three large groups, viz.: 

A. The diseases which depend on a fairly tangible inter- 
ference with the brain or its nutrition, in the form of some 
definite brain disease, or some intoxication, or some autotoxic 
or infective or exhaustive disorder. 

B. Disorders which provisionally, and owing to their more 
or less striking symptomatology, are most interesting from the 
point of view of symptomatic equivalents, and course and out- 
come; simple excitements and depressions, dementia praecox, 
paranoic developments, and manic-depressive states. 

C. Disorders in which we see the marks of some of the recog- 
nized neuroses, hysteria, epilepsy, neurasthenia, psychas- 
thenia, and peculiar make-up; and inbecility and idiocy. 

The first large group A, was subdivided into smaller groups ; 
one comprising the definite brain diseases, one the intoxica- 
tions, and a third, infective and autotoxic disorders. 

In the first sub-group the psychoses are closely related to an 
organic, or at least definite disease, or disturbances of the brain 
and nervous system. Clinical groups under this subdivision 
in the classification now in use, are the traumatic psychoses, 
psychoses with cerebral arteriosclerosis, dementia paralytica, 
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or general paralysis, psychoses with cerebral syphilis, psychoses 
with Huntington's chorea, psychoses with brain tumor, and 
psychoses with other brain or nervous diseases. 

The second sub-group, the intoxications, includes the alco- 
holic, drug and other toxic psychoses. The general group of 
infective and autotoxic disorders comprises infective-exhaus- 
tive psychoses, allied to infective-exhaustive psychoses, and 
autotoxic psychoses. 

The second large group of Doctor Meyer's classification, 
B, which is generally spoken of as the functional psychoses, 
includes in our present classification seven clinical groups, 
viz.: manic-depressive, allied to manic-depressive, involution 
melancholia, symptomatic depressions, dementia praecox, 
allied to dementia praecox, and paranoic conditions. Owing 
to the fact that these clinical groups are not fully under- 
stood, classification of borderline cases is exceedingly difficult. 
Certain cases that do not present the typical symptom- 
pictures of the more distinct psychoses are placed in the allied 
groups. 

In the third of Doctor Meyer's large groups, C, are now 
placed the epileptic psychoses, psychoneuroses, psychoses 
with constitutional inferiority, and psychoses with mental 
deficiency. 

Although Doctor Meyer was a pioneer in the introduction 
of the new psychiatry in this country, he was successful in 
introducing a system that has proved its worth during the past 
eight years in the New York State hospitals. When the ad- 
vancement of science brings about a marked change in the 
conception of some forms of mental diseases, our classification 
will be modified accordingly; in the meantime we have the 
satisfaction of living up to the light we have. 

In the treatment and study of mental diseases, New York 
State has always been a pioneer. It was first among the states 
to establish a comprehensive and enforced system of state care 
of the insane; first to provide separate institutions for the 
criminal insane; first to establish a scientific institute for re- 
search and instruction in psychiatry; first to conduct training 
schools for nurses in its hospitals for the insane, and first to 
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establish a bureau of statistics for the systematic study of data 
relating to insanity. 

Other states have followed New York in many things, and 
it is hoped that its system of collecting scientific data of mental 
diseases will also be found worthy of general adoption. 

I append a copy of the classification now in use, with some 
explanatory notes prepared by Drs. Meyer, Hoch, and Kirby. 

CLASSIFICATION OF MENTAL DISEASES ADOPTED BY THE 

NEW YORK STATE HOSPITAL COMMISSION SEPTEMBER 

22, 1915, TO TAKE EFFECT OCTOBER 1, 1915. 

1 . Traumatic psychoses. 

"We should not speak of traumatic psychoses where the trauma is merely 
a contributory factor in precipitating another definite mental disorder such 
as general paralysis, manic-depressive insanity, katatonic or paranoic de- 
terioration without specific traumatic stigmata, or where a psychosis fol- 
lows an injury not involving the brain, through shock, etc. " (Meyer.) 

The following are the most common clinical forms : 

(a) Post-traumatic delirium. 

(b) Post-traumatic constitution (irritability, sensitiveness to alcohol, 

paranoid trends, hysteroid or epileptoid attacks). 

(c) Traumatic defect conditions (aphasia, deterioration with epilepsy, 

mental enfeeblement, etc.). 

2. Senile psychoses. 

The clinical types most frequently met with are the following: 

(a) Simple deterioration (of memory, intellectual capacity and interests). 

(b) Presbyophrenic type (similar to Korsakow mental complex). 

(c) Delirious and confused states. 

(d) Depressed and agitated states in addition to the deterioration. 

(e) Paranoid states in addition to the deterioration. 

3. Psychoses with cerebral arteriosclerosis. 

4. Dementia paralytica. 

(a) Cerebral form (exaggerated knee-jerks). 

(b) Tabetic form (diminished or absent knee-jerks). 

5. Psychoses with cerebral syphilis. 

6. Psychoses with Huntington's chorea. 

7. Psychoses with brain tumor. 

8. Psychoses with other brain or nervous diseases. 

This division provides a place for grouping a variety of more rare mental 
disorders associated with organic diseases of the nervous system. On the 
card the special disease must be mentioned after the group name, and 
this should be followed by a few descriptive terms, characterizing the 
accompanying mental disturbance. 

(a) Cerebral embolus. 
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(b) Brain abscess. 

(c) Tubercular meningitis. 

(d) Central neuritis. 

(e) Multiple sclerosis. 

(f) Tabes dorsalis. 

(g) Acute chorea. 

(h) Other conditions to be specified. 

9. Alcoholic psychoses. 

Since on the basis of chronic alcoholism a number of fairly characteristic 
mental disturbances develop, the type of alcoholic psychosis should be indi- 
cated in each case. Among these types only "pathological intoxication" 
seems to require special explanation. By the term "pathological intoxica- 
tion" is meant a condition which is the immediate result of taking a larger 
or smaller amount of alcohol. The symptom-picture is characterized by 
special features not seen in ordinary drunkenness. 

(a) Pathological intoxication. 

(b) Alcoholic deterioration. 

(c) Delirium tremens. 

(d) Korsakow's disease (polyneuritic psychosis). 

(e) Acute hallucinosis. 

(f) Chronic hallucinosis. 

(g) Acute paranoid form, 
(h) Chronic paranoid form. 

(i) Other less charapteristic symptomatic types should be specified. 

10. Drug and other toxic psychoses. 

(a) Morphinism, cocainism, bromism, chloralism, etc., or combined. 

(b) Lead intoxication (several forms are described). 

(c) Gas poisoning (delirium or confusion). 

(d) Food toxicoses (tea, coffee, ergot, etc.) and pellagra. 

11. Infective-exhaustive psychoses. 

(a) Febrile delirium. 

(b) Infection delirium. 

(c) Exhaustion delirium (acute confusion, hallucinatory delirium, 

"amentia"). 

(d) Delirium with heart disease. 

(e) Other conditions to be specified. 

12. Allied to infective-exhaustive psychoses. 

Cases which clinically resemble infective-exhaustive states but in which 
no infective-exhaustive etiology can be found. 

13. Autotoxic psychoses. 

(a) Thyreogenous disorders. 

(b) Uremic disorders. 

(c) Diabetic disorders. 

(d) Other conditions to be specified. 

14. Manic-depressive psychoses. 

(a) Manic attack. 

(b) Depressive attack. 
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(c) Stupor. 

(d) Mixed attack. 

(e) Circular attack. 

15. Allied to manic-depressive psychoses. 

16. Involution melancholia. 

In spite of the fact that many of the depressions which have thus been 
designated are related to manic-depressive insanity, and that therefore a 
differential diagnosis may seem rather unnecessary, it is nevertheless advis- 
able to group here all the depressions past middle life which show plain 
anxiety and agitation, and regard them as special form of the emotional 
reactions. 

17. Symptomatic depressions. 

Depressions closely associated with some physical ailment which more or 
less naturally predisposes to despondency (heart disease, gastric disorders, 
malignant growth, etc.). Fluctuations occur in the depression depending 
largely on the severity of the physical symptoms or degree of discomfort or 
pain which the patient suffers. 

18. Dementia praecox. 

(a) Paranoid form.- 

(b) Katatonic form. 

(c) Hebephrenic form. 

(d) Simple form. 

19. Allied to dementia praecox. 

20. Paranoic conditions and paranoias. 

Delusional conditions in which the train of thought is clear and the con- 
tact with the environment is well preserved, though episodes of greater 
disturbance may occur. 

21. Epileptic psychoses. 

The epileptic disorders may be grouped according to the most prominent 
clinical manifestations, as follows: 

(a) Deterioration. 

(b) Clouded states. 

(c) Other conditions. 

22. Psychoneuroses. 

These essentially substitutive reaction types may be outlined as follows: 

(a) Hysterical type. 

Submersion of a disturbing experience or conflict and conversion into 
hysterical manifestations, as a rule in the nature of somatic symptoms. 

The psychoses most frequently characterized by psychogenic attacks, 
with more or less clouding of consciousness with subsequent amnesia. 

(b) Psychasthenic type. 

Conditions with phobias, obsessions, impulses, doubts, often associated 
with tension. 

(c) Neurasthenic type. 

Great mental and motor fatiguability accompanied by irritability, pains, 
hyperasthesias. The neurasthenic type can not always be satisfactorily 
differentiated from the psychasthenic. 
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23. Constitutional inferiority urith psychoses. 

By constitutional inferiority we mean abnormalities of mental make-up 
in which defects exist in the emotional and volitional sphere, but in which 
there is no obvious intellectual deficiency. Therefore we might in many 
cases of the well known constitutional psychoses speak of the individuals 
as constitutionally inferior (e.g. in dementia praecox or in manic-depressive 
insanity) but for obvious reasons it is better to limit the term "constitu- 
tional inferiority" to types of abnormal mental make-up which differ from 
these and in which the psychotic reactions also differ from the psychoses 
already specified in earlier groups. 
24. . Mental deficiency with psychoses. 

This includes intellectual deficiency of various degrees. Traits of con- 
stitutional inferiority may be added. 

25. Unclassified. 

In this group should be included cases in which a diagnosis can not be 
made owing to lack of adequate data; or cases in which the clinical picture 
is not understood and the etiology is not known. 

26. Not insane. 

(a) Epilepsy. 

(b) Alcoholism. 

(c) Drug addiction. 

(d) Constitutional inferiority. 

(e) Mental deficiency. 

(f) Dotage. 

(g) Others to be specified. 



